French: Stricture of Lower End of (Esophagus Stricture of the Lower End of the (Esophagus-Spasmodic ? By J. GAY FRENCH, M.S. THE patient, a young woman, aged 32, states that she was perfectly healthy till she was 20 years old; she then noticed the first symptoms of her present complaint, which consisted in a difficulty in swallowing solids. At first, however, she could do so by taking a glass of water immediately after the solids. At this time her weight was 8 st. 7 lb. Slowly but gradually she got worse, till at the age of 27 she could take no solids at all, and even fluids caused vomiting. Her weight dropped to just over 5 st. She was admitted into a London hospital and treated for gastric ulcer. She was kept in for three months and discharged. She states that the vomiting was better, but that she still had the same difficulty in getting any food down.
The patient first came under my care about a year ago. Her weight then was 8 st. She could not take any solids, but stated that she could get fluids through, after swallowing, by lying on her right side and taking deep breaths. When given a couple of glasses of water she could regurgitate this without any great effort.
Direct cesophagoscopy revealed a very dilated cesophagus, the lower portion of which wa4 filled with fluid and frothy mucus. Some of this fluid was removed and examined; no trace of free hydrochloric acid was found. The exhibitor has so far been unable to get a bougie through the cardiac orifice. The patient has been examined with X-rays, and on the last occasion was watched for over an hour with a screen-after the administration of 2 oz. of bismuth carbonate by the mouth-and a series of photographs taken and direct drawings made. (These were shown with the patient.)
DISCUSSION.
Dr. WILLIAM HILL expressed surprise that Mr. French had appended to the title of his case a query as to whether the condition might be due to spasm. The suggestion that a stricture near the cardia which was so tight as to admit only of the passage, with great difficulty, of small bougies, and in association with one of the largest dilatations of the cesophagus on record, carried its own refutation with it. The obvious answer to Mr. French's query was an emphatic negative. Purely functional tonic spasm of the gullet not associated with inflammatory tumefaction was a condition often heard of but never seen.
Functional dysphagia was sometimes due to spasm and want of co-ordination in the pharynx, but purely functional tonic spasm in the gullet was unknown to the cesophagoscopist for the simple reason that endoscopy was carried out under ancesthesia, either general or local, and ancesthesia necessarily abolished spasm. Chevalier Jackson and many others failed to appreciate the weakness of the spasm theory, but even Jackson admitted that general anesthesia abolished spasm, although he unconvincingly maintained that he had actually seen, under cocaine anesthesia alone, marked chronic stricture due to purely tonic phreno-spasm and cardio-spasm. Functional paresis might possibly produce slight intermittent functional dysphagia near the phrenic narrowing and lower end of the gullet, but it was quite unlikely that any functional neurosis in unstriped muscle would produce a narrowing of the nature of spastic paralysis and leading to marked dysphagia and to dilatation of the gullet. When the X-ray test with bismuth porridge showed a definite arrest, evidences of either inflammatory tumefaction or else cicatricial changes were always found on cesophagoscopic examination in his not inconsiderable experience. The case was obviously one of marked inflammatory stricture at the phrenic constriction and of long duration. Mr. Roughton had a similar case under hlis care in hospital a year or so ago, and the speaker had recently seen a boy aged 17, at Brighton, under Dr. Curwen, in whom the condition had been greatly relieved for many years by the employment of a Symonds's funnel. He recommended Mr. French to try some form of intubation, though a funnel might not long be retained, perhaps on account of the dilatation and atony of the cesophagus above the stricture. In conclusion, the statement that purely functional spasm in the gullet did not lead to organic changes such as stricture and dilatation might appear to be too dogmatic, but he believed it would be found to be substantially correct.
Dr. DUNDAS GRANT remarked that Dr. Hill's experience differed from that of Dr. Guisez, of Paris. He had been hoping to find such cases as the latter had described, but had not yet seen one. Dr. Guisez's description of cardiospasm was very definite, and his recent book on diseases of the cesophagus embodied many of the monographs which had appeared in the Journal of Laryngology. Dr. Guisez used a dilator, which he introduced into the cardiac orifice of the stomach, apparently with the result of causing complete disappearance of the dilatation of the cesophagus. He was surprised to read the description, but he believed it was accurately drawn from nature.
Sir FELIX SEMON said that when listening to Dr. Hill's speech he was reminded of the saying, "There were men before Agamemnon." He did not think it justifiable to speak so dogmatically as to the non-existence of a disease because he had not seen it. He (Sir Felix) had seen and successfully treated several cases which could not be other than functional spasm of the cesophagus, without any evidence of organic obstruction or active inflammation. They were examples of pure spasm of the cesophagus. He did not see why the cesophagus should not be affected by spasm as well as any other canal of the body. Accurate observations were made even before the introduction of the new instruments, which undoubtedly formed a most valuable addition to the surgeon's armamentarium. He would only relate one such case. A young man came to him who had several short attacks of complete inability to swallow, lasting for a few minutes. They occurred at long intervals, but one day he quite suddenly had a more serious attack, which was still present at the time of the consultation. That was long before the days of the cesophagoscope, and he introduced a bougie, which was arrested two or three inches below the lower edge of the cricoid plate. He held the instrument for a moment in situ, then tried to pass it gently down, but without success. He then removed it and introduced a larger one, with the same result. Then he tried the largest he had, and by gentle pressure he got the instrument through suddenly and introduced it into the stomach. He withdrew it, and the patient was able to drink water. In a week's time the condition had disappeared, and there had been, so far as he knew, no recurrence. Such cases could not be otherwise registered than as functional spasm of the cesophagus.
Dr. FITZGERALD POWELL said that he thought there was something to be said for both sides of the argument. At the present time these strictures were looked upon more as congestive or inflammatory, plus concurrent spasm of the muscular coats of the tube, and not true spasmodic stricture alone. The same thing applied in the urethral structure. They were not permanent, and were fleeting in character. He did not think for a moment that Mr. French's case was one of these. Nor did he think it was malignant, but was inclined to regard it as a fibrous stricture similar to those found at the pyloric end of the stomach. It could not be satisfactorily treated through the cesophagus, and should be approached through the stomachl.
Mr. HERBERT TILLEY said that two years ago he ws ent to South Wales to see a lady who for months was supposed to have had malignant disease of the gullet. She had been living on slop food, because she was convinced she could not swallow solid food. After examination with the bougie had established the presence of a stricture, it was regarded by the doctor as an organic obstruction; her age was 62. Mr. Tilley had seen the lady in London eighteen months before, with symptoms which suggested organic disease. He passed a bougie, and afterwards she ate a solid lunch. From that date until a few weeks before he saw her again in South Wales she had been in good health. On this second occasion he examined her with the cesophagoscope, and found the gullet quite healthy. The patient was persuaded to eat solid food, and did so, and, as far as the speaker knew, she was still quite well, although two years had elapsed since the last examination. He thought that "spasm " in a neurotic patient was the most probable explanation.
The PRESIDENT said he saw the case just referred to before Mr. Tilley had seen it. There had been difficulty in getting her to swallow, and it was feared she might lose her strength. He failed to pass a small bougie when he saw her in consultation with her doctor, not liking to use force. From the history it seemed likely that the condition was benign, probably spasmodic. But at her age such a difficulty would probably be associated with malignant disease, and, although he definitely stated he could not say there was a malignant growth, he considered there was reason to fear that it might prove to be so. Further than that he did not commit himself to a diagnosis. He heard afterwards that Mr. Tilley had seen the patient, and been able to pass a large bougie.
Mr. GAY FRENCE, in reply, said that there was no question as to the entity of spasms in the musculature of the intestinal canal. Neurospasms were quite well known, and congenital pyloric stenosis occurred at the other end of the stomach. That was held to start by spasms, which led to the subsequent hypertrophy. He had seen a congenital pyloric stenosis through which a probe could not be passed. The girl had never had pain, which was not in accordance with the idea of inflammation. He welcomed the suggestions which had been offered, and would use a Symonds's funnel. Since sending in the notes he had been able to get a No. 7 Mackenzie bougie through, but it was so tightly gripped that he had difficulty in withdrawing it. Directly afterwards she was given some water to drink, but could not get any through. If he did not succeed when trying the courses now suggested, the only thing to do would be gastrotomy and dilatation from below.
A Case of Early Myasthenia Gravis with Laryngeal Symptoms. By SOMERVILLE HASTINGS, M.S. THE patient, a boy aged 14, was first brought to the Middlesex Hospital at the end of July, 1910, complaining of difficulty in breathing and snoring at night. His mother, who brought him, told us for the last two months he had regurgitated fluids through his nose when drinking, and that she had found an increasing difficulty in understanding what he had to say, especially towards night. He had not suffered from sore throat. When examined about this time the vocal cords were seen in the cadaveric position, and were almost stationary. The boy was unable to cough, and articulation was defective. The soft palate moved very slightly, and there was some congestion of the mucous memnbrane of the nose, but nothing in the nasopharynx. The knee-jerks were normal.
On October 4, 1910, he was sent into the hospital and seen by Dr. Voelcker, who diagnosed myasthenia gravis. It was then noted that the palate became completely immovable after the patient had said
